proach. A firm fleshy tumour mass attached to fundus of stomach, spleen and left cupola of diaphragm. Resection of fundus of stomach, spleen and adherent diaphragm. Stomach closed in continuity. Liver apparently normal. Transfusion 1,500 c.c. Pathology (Dr W E Bryan): Stomach, spleen and portion of diaphragm, macroscopic: A lobular tumour, mainly extragastric, which has formed attachments to neighbouring structures. There is a small submucous extension. The overlying mucosa has ulcerated and the ulcer crater extends deeply into the main tumour mass. The cut surface is white and fleshy. Microscopic: The bulk of the tumour is composed of relatively welldifferentiated smooth muscle cells arranged in interlacing bundles. There are, however, less welldifferentiated areas in which mitoses are numerous. The blood vessels are thin walled. Areas of necrosis are present. Biopsy of tissue from adherent left lobe of liver:
Microscopic: No evidence of malignancy. 
Comment
After carcinoma, smooth muscle tumours form the largest group of gastric neoplasms; Stout (1953) found 64 examples (40 leiomyoma, 24 leiomyosarcoma) in 651 gastric tumours examined over a period of forty-two years. I have found 4 (3 leiomyoma, 1 leiomyosarcoma) in a total of approximately 200 operations for gastric tumour infifteen years. Three of these have occurred in the last year and are reported here.
Benign tumours are essentially silent; an exogastric leiomyoma may grow to large size and yet pass unnoticed (Case 1). If the tumour is submucous, ulceration is prone to occur; peptic digestion then leads to necrosis and h&morrhage which may be slow or rapid. Bleeding is the most frequent presenting symptom and may be accompanied by ulcer type of pain; apart from these, leiomyoma only causes symptoms when it encroaches upon pylorus or cardia (Case 2).
The barium meal may be diagnostic: the appearance of a rounded filling defect with or without an apical ulcer and the 'bridging sign' (Schindler et al. 1942 ) caused by mucosal folds crossing the valley around the tumour are characteristic.
Distinction between leiomyoma and leiomyosarcoma may be impossible without histological examination. Neither tumour is encapsulated but leiomyomata do not generally become adherent to surrounding structures and are, therefore, unlikely to cause referred pain. Persistent left shoulder pain and the presence of a tumour showing dense adhesion to diaphragm and spleen (Case 3) point strongly to leiomyosarcoma.
Malignancy in this type of tumour is usuaJly of low degree and most authorities take the view that local resection of the affected area of stomach is sufficient. Metastasis when it occurs is usually found in the liver. Mrs M G, aged 44 History: Three days before admission she had a small heematemesis. On examination: Pale. No mass palpable in abdomen. Investigations: Hb on admission 78 %. A barium meal showed a large filling defect in the fundus of the stomach with a normal mucosal fold pattern over it, strongly suggesting a benign tumour. Gastroscopy: The gastroscope stopped at the cardia and could not be induced to enter the stomach. Operation (24.3.61): Through an abdominothoracic incision a dumbbell-shaped leiomyoma of the posterior wall of the fundus of the stomach, 11 x 5 x 5 cm, was found and resected with a cuff of stomach wall. Convalescence uneventful. Histology: Leiomyoma of stomach. No evidence of malignancy. Investigations: Hb on admission 32%. Barium meal shows a large filling defect in the body of the stomach, 4 in. in diameter, with a smooth surface and intact mucosal pattern. There are at least three ulcer craters on its surface (Fig 1) . Progress and treatment: Her anmmia was corrected by blood transfusion (3 pints) and iron by mouth. Operation (27.6.61): Through an upper mid-line incision a large intragastric leiomyoma of the body of the stomach 3*5 in. in diameter was found arising from the anterior wall and adjacent lesser curve. There were four ulcers on its surface. The lesion was considered to be too extensive for local resection, and so a subtotal Billroth I partial gastrectomy was carried out. Convalescence was uneventful.
Histology: Ulcerating benign fibroleiomyoma of stomach. No evidence of malignancy.
Case 3 Leiomyosarcoma ofcardiac end ofstomach. Abdominothoracic radical total gastrectomy, splenectomy, distal pancreatectomy and omentectomy.
Mr W E, aged 70 History: Nine months' epigastric pain coming on one to two hours after meals, which was relieved by taking bismuth powder. A barium meal-carried out at this time showed a small, high, lesser-curve gastric ulcer which looked benign. He was given a full course of in-patient medical treatment and his symptoms subsided. They have, however, since returned.
On examination: Thin, rather wasted man of 70. Abdomen: no mass palpable. Investigations: Barium meal shows a filling defect high up on the lesser curve of the stomach, strongly suggestive of a neoplasm. Gastroscopy: Just inside the cardia on theposterior wall and adjacent lesser curve of the stomach an ulcer was seen with a raised, rolled, nodular everted edge. It was thought to be a carcinoma. Hb on admission 82 %.
Operation (17.3.61): Left abdominothoracic incision through the bed of the 6th rib. A nodular growth 2i x 3 in. was found on the posterior wall and adjacent lesser curve of the stomach, immediately below the cardia. The growth was tethered to the pancreas, which it did not seem to involve. There were no secondaries in the liver, but large lymph nodes were noted along the lesser curve of the stomach and in the sub-pyloric region. A radical total gastrectomy, splenectomy, distal pancreatectomy and omentectomy was carried out. Convalescence was complicated by the development of a small leak, of pancreatic fluid from the divided neck of the pancreas. This was drained on the tenth post-operative day and the fistula closed three weeks later. Histology: Ulcerated leiomyoma of stomach with several areas of atypical cellular proliferation, indicating early sarcomatous change. No secondaries in 38 lymph nodes from specimen. Spread: Dukes 'B'. Malignancy: medium grade.
[Meeting to be continued]
